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HIV/AIDS in 2012

Third Decade of treating clients with HIV infection

Transition from aterminal disease to a manageable
chronic disease

In U.S,, approx. 1.2 million people living with HIV
53,000 new HIV infections annually inthe U.S.

Greatest number of cases are in men who have sex
with men (MSM)

Black people are disproportionately affected —
accounting for 48% of HIV/AIDS cases

Federal recommendation (CDC) — HIV screening
recommended for all patients between the ages of 13
and 64



HHS SEEKS INPUT

e On Streamlining HIV Data Collection
to reduce reporting burden for HIV Grantees

» Duplicate Data Entry — CAREWare not
linked to EMRs

» EMRSs unable to collect much of requested
data without being customized.



Quality Improvement Plan

o Specify members of committee
* Freguency of meetings
* Process for data collection/data analysis

* Process to follow-up on problems identified —
modify policies/procedures

* Report to consumers and Governing Board (if
applicable)

e Forma minutes



Individual Clinical Guideline

 Work up for all new clients— lab tests,
screens, etc.

 Process for following stable clients
* Process for following unstable clients
 Annual exam components



Risk Stratifying Clients

* |dentify the most vulnerable clients

- CD4 lessthan 50

- Viral Load greater than 400,000

- Clients with mental health issues

- Clients without social support systems



Clinical Research

 Written policy for education of clients and
family on Clinical Research opportunities

 Bulletin Board

e SIgn- “ Ask Me About Clinical Trials’



HIV PRIMARY CARE

STANDARDS OF CARE
—




ESSENTIAL COMPONENTS

Program Sustainability

OF HIV CARE

Service Delivery & Integration

Healthcare Team

Access to Care HIV/Primary Care Provider
Ryan White/Public Health Funding «— «— Speciality Medical Care
Public & Private Health Coverage HIV Testing Clinical Pharmacist
Provider Reimbursement it Care Coordinator
- - gt
Engagement & Retention in Care
Patients Access to Medications Support Services
4+ <+
Adherence to Medications Medication Adherence Support Alcohol and Drug Treatment
Adherence to Patient Visits Drug Assistance Programs
Enhanced Quality of Life hedical Case Varegemeit Housing
Improved Immune Status Co-location Legal Services
Risk/Harm Reduction Secondary Prevention Counseling
Virologic Control Social Services to Address Unmet Nutrition Counseling
Social Needs Pharmacy Services
- Public Health & Community Agencies -~ Psychosocial - Mental Health
Quality Improvement Electronic
Performance Standards Health
Practice Guidelines Records




STANDARDS OF CARE



Component Timing

Cormplete histary Updatz annually

Risk Assessmant — smaking, ETOH, (Updata annually & briet risk assescmaent 3t each wsit for engaing
ilicit drug use, scaual activity, dom |apgroprinte screening & risk reduction counscling

viglanie Sapport systems

Completa phvsical seam anrally

Wion — annually by ey care speclalist, svery & months wish CO4<100

Dental Exam Evary & marths

l:;l:-ranar:( Hear Disaase Scrmen Ifappﬁcwlr: B

Braast/ Testicular Exam annually with physical

IMammogram Annually after 30y

Pap Smear Pebsic Exam Bvery 6 rmarithd {annuaily afer ¥ eonsecutive negativie Pap Smears

[Descussdon msafd-ng_l_-l_ﬂT l'u:rlmg_nu_pamal women

Mgnal Becrak éxam.l’P.sn annually a.l"tqr S0wfo, 45 yiowith risks

Aral Pag Smear Camslder annually with ke anal receptive sax o HPY

Colan Cancer Screcning Annually after 50 v'o

Screening for Ostooporosis Corsider in all patients on long-tarm ARV especially in
postmenapdusal women ard men with hypogonadizm

ST Hepatitis © Scraen Annually B as needed

Fasting Ligids Annually after 35 yfo f rot on ART, every G monthiz on ART

PR Annually, every Brmantha lor kigh rick

Irmrmunizatans (Hepatiti= A & B, See COC guidelines
prtetamaa, T, Influenes,

variceksa)

Deprassion Screen Annually & as peeded
it B Exarciss Buary fi mariths
Advanced directives Annially

Recommendations vary regarding screening for CHD. Many agree that screening should be considered for
those with coronary risk factors (i.e., smoking, obesity, family history, men over 45, women over 55, diabetes,
hypertension and hypercholesterolemia). Screening can be performed with resting ECG, exercise ECG, and
nuclear imaging and stress echocardiography depending on patient risks and needs.

Immunization Table

Vaccine Timing Comments
Hepatitis A Provide series onetime If HAV antibody negetive
Hepatitis B Provide series onetime If HBV antibody negative,, screening for

HBV should include HBV
surface antibody, HBV core antibody, & HBV surface antigen (to
screen for chronic infection)

Influenza Annually

Pneumococa Every 5 years

Tetanus Every 10 years Patients with CD4 counts < 200 should be
considered for

revaccination when CD4 counts are > 200



HEALTH MAINTENANCE FLOW SHEET

Annua PE
Medical History

Case Management
Mammogram

Pap

Fasting Lipids

Dental Referral

Oral Screen
Treatment Education
TB Screen

Syphilis Testing
Substance Use A ssessment
Mental Health Screen



HEALTH MAINTENANCE FLOW SHEET (CONTINUED)

Influenza

Tetanus

Pneumovax

HEPB

HEPA
Ophthalmology
Tobacco Counseling
Medication Adherence
Nutrition Data/Screen
Risk Assessment

Safer Sex/Family Planning

Living Will
Hospitalizations



DOCUMENTATION

e History of HIV-Positive status, including route of
transmission, when first diagnosed

e Confirmation - Lab result or provider note.
e TB Test
e Pap smear

e Assessment for mental health and substance
abuse.

e Risk Assessment — Documentation of discussions
of safer sex at least quarterly; illicit drug use,
domestic violence; support systems.

e Case Management



CHART COMPONENTS

e Problem List
e Medication List

e |mmunizations -- Influenza,
Pneumovax, HEP A/B, Tetanus



Customized Progress Notes




PROGRESS NOTES

e Eachvisit —Height and Weight — Vital signs

» Adherence with treatment plans- doses
missed

« CD4 & Vira Load every 3-4 months.

* Reduction of high risk behavior

e Annual syphilis serology




Medication Adherence
Compliance:

100% Compliant
Number of pills missed in the last week

Client education given to improve compliance




BOOSTING MEDICATION
ADHERENCE

e Smart Phone Applications
» HealthPrize

> MediRemind
> Pillboxie

 Remind clients when & how to take meds plus
turn adherence into an interactive game —
prizes/qift certificates



Healthful Food a Key Iin Treatment

e HIV patients who have Inadequate access to
nutritious food are more likely to face
hospitalizations and ER visits



"NUTRITION SCREEN

Access to a variety of food — money to buy food
and ability to cook

How many meals are eaten every day?
Amounts of:

»>PROTEIN - approx. 3 servings per day

> DAIRY - 2 servings per day

»>BREADS & CEREALS - 4 servings per day

»FRUITS & VEGETABLES - 3 servings per
day



"SUPPORT SERVICES

Grantee must ensure that health education
and risk reduction services are provided to
edu

>
>

cate clients living with HIV about
IV transmission
ow to reduce the risk of HIV transmission.



Patient Teaching
1) Reviewed disease process
2) Reviewed dietary intake

3) Reviewed med dosages &
precautions

4) Reviewed safer sex




Patient Outcomes

. Patient knowledgeable of disease
process & transmission.

. Patient knowledgeabl e of
medications and precautions.







